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(N)A nursing facility's Medicaid reimbursement rate shall not be limited by its average private 
pay rate. 

(0)The reimbursement rates authorized by this plan shall be reevaluated at least on an annual 
basis in light of the provider's cost experience to determine any adjustments needed to assure 
coverage of cost increases that must be incurred by efficiently and economically operated 
providers. 

(P) Covered supplies, such as but not limited to, food, laundry supplies, housekeeping supplies, 
linens, and medical supplies, must be accounted for through inventory accounts. Purchases shall 
be recorded as inventory and shall be expensed in the fiscal year the items are used. Inventory 
shall be counted at least annually to coincide with the facility'sfiscal year or the end of the cost 
report period, if different. Expensing of items shall be recorded by adding purchases to the 
beginning period inventory and subtracting the end of the period inventory. This inventory 
control shall begin the first fiscal year ending after the effective date of this plan. 

(Q) Medicaid reimbursement wil l not be paid for a Medicaid eligible resident while placed in a 
non-certified bed in a nursing facility. 
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10. Exceptions - A cost report is  not required for the following: 

A. 	 Out-of-state providers whichprovide less thanone thousand (1,000) 
patient days of nursing facilityservices for Missouri Title XIX 
recipients, relative to their fiscal year; 

B. 	 Hospital based providers whichprovide less than one thousand 
(1,000) patient days of nursing facilityservices for Missouri TitleXIX 
recipients, relative to their fiscal year; and 

C. 	 Providers whichprovide less than one thousand (1,000) patient days 
of nursing facility services for MissouriTitle XIX recipients, relative to 
their fiscal year, and have less than a twelve (12)-month cost report 
due to a termination, change of ownership, or being newly Medicaid 
certified. 

State Plan TN # 01-22 Effective Date: /a 1/0 
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A. 	 Each facility with a prospective rate on or after July 1, 2000,and which 
meets all of the following criteria shall receive a per-diemadjustment: 

Have on file at the division a full twelve (12)-monthcost report 
ending in the third calender year prior tothe state fiscal year in which 
the adjustment is being determined (;.e., for SFY 2001, the third prior 
year would be 1998, for SFY 2002, the third prior year would be 
1999, etc.); 

The Medicaid patient days as determined for thecost report identified 
in part (13)(B)10.A.(I) exceeds eighty-five percent (85%) of the total 
patient days for all nursing facilitylicensed beds; 

The allowable cost per patient day as determined by the division from 
the applicablecost report for the patient care, ancillary and 
administration components, as set for in paragraphs (11)(A)1., 
(11)(B)1. and (11)(C)1.,exceeds the per-diem ceiling for each cost 
component in effect at the end of the cost report period; and 

State owned or operated facilities shall not be eligible for this 
adjustment. 

B. 	 The adjustment will be equal to ten percent (10%) of the sum of the per­
diem ceilings for the patientcare, ancillary and administration cost 
components in effect on July1 of each year. 

C. 	 The division may reconstruct and redefinethe qualifying criteria and 
payment methodology for the high volume adjustment. 

11. 	 Minimum Rate Adjustment. A minimum rate adjustment shall be granted to 
qualifying providers, as follows: 

A. 	 Effective for dates of service beginning July 1, 2001, the minimum Medicaid 
reimbursement rate for nursing facility services shall be $85.00. 
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